Tympanoplasty!
The past twenty years has seen great changes in the surgical treatment of chronic otitis media and. as a result of their industry, inventiveness. enthusiasm and skill. the names of Wulstein, Zolner, Jansen, Marquet, Smyth and Sheehy will permanently be recorded in the annals of otology. Unfortunately, however, not all of the patients will look back on these years with any great pleasure. The search for the truth about the results of tympanoplasty is almost as difficult as that which faced King Arthur in his pursuit of the Holy Grail. Experts of equal experience and eminence differ fundamentally on basic matters. One expects to obtain socially acceptable hearing in no more than half the patients, whilst another benefits the majority; one only sees a 2% recurrence of cholesteatoma in combined approach tympanoplasty, another 33%; one has never seen a neurosensory problem in fifteen years, 1 Based on meeting of Section of Otology. 7 December 1979 0141-0768/80/120840-02/$01.00/0 whilst another admits that even in his experienced hands some ears are totally deafened by surgery; some insist that silastic is essential for success. while others find it useless; some extol the virtues of the Paiva flap. whilst others say that it never survives; some obtain 90% dry cavities, whilst the majority have to be content with much fewer. The only measure of agreement is that in no circumstances will anyone mention the word hearing aid, and the undoubted benefit of some of the techniques has to be balanced against the disadvantages to those who as a result of surgery are unnecessarily deaf. disfigured or even dead.
The risk of recurrence of cholesteatoma after combined approach tympanoplasty, especially in children. has led many surgeons to reserve intact meatus operations for those patients who agree to a second stage operation two or three years later to deal with recurrent disease. This may be satisfactory in centres where follow-up arrangements are above average, but in most departments a sizeable number of patients cannot be traced after this period. Some of these will be suffering from a life-threatening condition hidden even to the all-perceiving eye of the CT scanner, often without being aware of this. Attempts to reduce the recurrence rate by modifications, such as the mobile bridge technique, seem to be no more successful (S H Richards. 1979. personal communication) . Combined approach techniques are justified where there is only mucosal disease or a deep pocket in the sinus tympani. but the risks to the cochlea of even a simple myringoplasty must not be underestimated. Smyth (1977) has been frank about the incidence of sensorineural loss following surgery; he found that there were nine dead ears in 772 patients undergoing transcanal tympanoplasty and four in 631 undergoing operations to obliterate the mastoid cavity and reconstruct the tympanum. Approximately 4% of 621 patients had a severe hearing loss after combined approach tympanoplasty and the risks were particularly high. some 6%. in patients undergoing operations when the ossicular chain was intact. In most hands the risks will be higher than this and if patients were as concerned about the viability of their cochlear apparatus as they are about the continuity of their facial nerves, the law courts would be even busier than they are. It seems inevitable that damage to the facial nerve is more likely to occur with such complicated operations, and even Schuknecht and his colleagues admit to permanent facial palsies as a result of this type of surgery (Lee & Schuknecht 1971) .
Surgeons on the whole are a conservative body and do not adopt newly-described techniques until they are shown to have considerable merit. On the other hand, some seem slow to abandon these when they are proved to be unsatisfactory. Despite warnings from many experienced and respected otologists on both sides of the Atlantic, combined approach tympanoplasties continue to be performed for cholesteatoma. In most centres the interests of the patient will be better served by carrying out a modified radical mastoidectomy and this is particularly true in those countries where it is difficult to ensure that patients will be followed up regularly. Many of us have been responsible for carrying out experimental operations on patients in the hope of developing new techniques that will solve long-standing problems, such as the discharging mastoid cavity. But attitudes change, and it is doubtful whether the average hospital committee considering the ethics of clinical trials would now agree to combined approach tympanoplasty being performed in the presence of cholesteatoma, even on a trial basis. Surgical ingenuity (Bennett 1981) can still be exercised in modifications of the radical mastoid operation to ensure an adequate meatus with McGuckin and other flaps; to close perforations in the drumhead; to rebuild minor defects in the ossicular chain due to necrosis of the long process of the incus; and to separate the middle ear from the mastoid segment with tympanomeatal skin. Occasionally the ossicular chain can be preserved intact without exposing it to excessive manipulations, but normal hearing is not the rule. Perhaps better functional results could be obtained by retaining more of the tympanic ring, as described by Heath in the 1930s. Many ears do not demand surgery and it is significant that a surgical master like Sheehy operates on only one-third of the cases of chronic otitis media that attend his clinic and performs combined approach tympanoplasties on only 2% or 3% of these (Sheehy 1970) .
Plastic surgeons are sometimes accused of cutting corners in cancer surgery to make reconstruction procedures easier. The fear with many modern tympanoplastic techniques is that not only is reconstruction undertaken at the risk of leaving disease but that it may even create circumstances in which disease thrives (J McG Jackson, 1979, personal communication) . In a recent editorial on medical audit in general practice (Lancet 1980) , the author said that the doctor who never questioned what he was doing was so nearly dead from the neck up that he was beyond the reach of external stimuli. Few otologists deserve this description but we have to be wary of the lack of external stimuli to help us assess the value of the surgical procedures we recommend. Surgical disasters lie hidden, except to the perceptive eye of the registrar, in the depths of the meatus. No one may notice, apart from the patient, when all the hearing is lost in an ear. The reports in the literature are contradictory and the threat of litigation seems distant. In these circumstances the otologist has to exercise considerably more self discipline than some of his surgical colleagues in deciding how to act. Careful discussion with the patient about the advantages and disadvantages of a particular procedure may help to clarify the position. Those otologists who find taking down the bony meatal wall and producing a cavity a difficult emotional hurdle to cross can be comforted by the hope that techniques to rebuild the meatus and reconstruct the tympanum will become more reliable in years to come, and the cavities that they have created can then be closed and the ossicular chains they have left deficient can be restored.
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